AUTHORIZATION FOR RELEASE OF INFORMATION
M-15 FAMILY MEDICAL CENTER, P.C.
Dr. Larry Baylis, Dr. Teri Shermetaro
Kristie Koczenasz F.N.P., Natalie Baker F.N.P., Sarah Tereau P.C.N.P.
7736 ORTONVILLE ROAD
CLARKSTON, MI 48348
PHONE (248)625-5885
FAX (248)625-6794

Patient’s Name:________________________________________________ Date of Birth:______________________
Address:________________________________________________________________________________________
I, ___________________________, authorize _____________________________, its director or designee, or medical records dept, to release information contained in my patient records, to the individuals or organizations listed below, only under the conditions listed below. This applies to all information in my medical record, including alcohol and drug abuse records protected under the regulation in 42 Code of Federal Regulations, Part 2, if any, psychological services records, if any, and any social service records, if any, including communications made by me to which include venereal disease, tuberculosis, hepatitis, HIV, acquired immunodeficiency syndrome and AIDS related illnesses
INFORMATION TO BE RELEASED FROM:			INFORMATION TO BE RELEASED TO:
Dr. Name:_______________________________		M-15 Family Medical Center
Address:________________________________		7736 Ortonville Rd, Suite A
City:___________________________________		Clarkston, MI 48348
State/Zip:_______________________________	               Phone (248)625-5885, Fax (248)625-6794

The following information to be released:
_____Complete Health Records	_____Radiology Reports	_____History/Physical Exam
_____Laboratory Test Results	_____Consultation Reports	_____Discharge Summary
_____Progress Notes

Reason for Release of Information:_____________________________________________________________________
I understand I can revoke this release at any time except in those circumstances where the corporation has taken certain actions on the understanding that my consent will continue unrevoked until the purpose for which I have given the consent has been accomplished. However, any consent I have given with respect to alcohol and/or drug abuse records will not last any longer than what is reasonably necessary to accomplish the purpose of this release, as I have explained above Without my expressed revocations, this consent expires six (6) months from the date above.

Patient/Guardian Signature and Date:___________________________________________________________________
Witness Signature and Date:___________________________________________________________________________
